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Question #: 21 


10:5125 OU is a 6 year old female who presents with mild atopic dermatitis in various flexural areas and on the 
underside of both wrists. The skin is dry and itchy, and the itching tends to keep her up at night. 


Corect 


sate What pharmacologic treatment would you recommend for OU? 
Select one: 
Hydrocortisone v 


Rose Wang (ID:113212) this answer is correct. Low-potency topical 
corticosteroids are used for flexural areas. First-generation 
antihistamines may be used intermittently to help with sleep disturbance 
caused by the flare-up. 


acetate 1% cream bid 
and diphenhydramine 
po hs prn 


Tacrolimus 0.03% ointment bid and cyproheptadine po hs prn % 
Desonide 0.05% cream bid and loratadine po once daily prn * 


Mometasone furoate 0.1% cream once daily and cetirizine po once daily prn ® 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To learn the treatment for mild-moderate atopic dermatitis. 


BACKGROUND: 


AD (atopic dermatitis), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment. minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended, This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for TCS (topical corticosteroids). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes; therefore these triggers 
should be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides, linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2 - 4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 


(hypothalamus-prturtary-adrenal) axis suppression but this ıs very rare wrth the use ot topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered 2 - 3 times per week. Adverse 
effects include erythema, burns, photoaging and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine, diphenhydramine) should be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritus, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects. 


Table 1. Ouiline of available treatments in atopic dermatitis 


[Type Class Examples 
Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


» Desonide 0.05% cream/ointment 
Mid-potency 
» Betamethasone valerate 0.05% or 0.1% cream/ointment 
+ Mometasone furoate 0.1% cream 
» Hydrocortisone valerate 0.2% cream/ointment 


High-potency 
+ Fluocinonide 0.05% cream/ointment/gel 


Topical Corticosteroid 


+ Mometasone furoate 0.1% ointment 

+ Desoximetasone 0.25% cream/ointment/gel 
Very-high potency 

+ Betamethasone dipropionate glycol 0.05% ointment 

» Clobetasol propionate 0.05% cream/ointment 


+ Halobetasol propionate 0.05% cream/ointment 


Tacrolimus 0.03% ointment 


Topical Calcineurin Inhibitor * Tacrolimus 0.1% ointment 


Pimecrolimus 1% cream 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Prednisone 


Systemic Corticosteroid 


Systemic Calcineurin Inhibitor * Cyclosporine A 


Methotrexate 


= Avathinneine 


Systemic Anti-metabolite aaa ia 
+ Mycophenolate mofetil 


RATIONALE: 
Correct Answer: 


e Hydrocortisone acetate 1% cream bid and diphenhydramine po hs prn - Low-potency topical 
corticosteroids are used for flexural areas. First-generation antihistamines may be used intermittently 
to help with sleep disturbance caused by the flare-up. 


Incorrect Answers: 


* Tacrolimus 0.03% ointment bid and cyproheptadine po hs prn - Calcineurin inhibitors are not first- 
line agents. 


* Desonide 0.05% cream bid and loratadine po once daily prn - Non-sedating antihistamines will not 
help with sleep. 


* Mometasone furoate 0.1% cream once daily and cetirizine po once daily prn - The potency of this 
corticosteroid is too high for OU's situation. In addition, non-sedating antihistamines will not help with 
sleep. 


TAKEAWAY/KEY POINTS: 


TCS are used first-line in the treatment of AD. When treating the face and flexural areas, low-potency 
corticosteroids are preferred as absorption in these areas is relatively high. If pruritus interferes with sleep, 
sedating first-generation antihistamines may be used intermittently before bedtime. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices, Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https///myrxtx.ca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Hydrocortisone acetate 1% cream bid and diphenhydramine po hs prn 


Question #: 22 
10:5127 GH is a 5 year old, 20 kg female who presents with an itchy rash in the flexures of her arms. She 
ie typically suffers from atopic dermatitis (AD), but this time the rash isn’t responding well to topical 
ajad therapy and there are small pustules forming in some places. The pustules are not extensive, but 
inida honey-coloured crusting can be seen. 


Send Feedback 


The best option for GH is: 


Select one: 


Skin swab for bacteriologic culture % 
Dilute bleach bath * 

Oral cephalexin 125 mg QID * 
Topical fusidic v 


acid 2% TID Rose Wang (ID:113212) this answer is correct. A topical antibacterial such as 
fusidic acid can be used to treat bacterial infections in AD. 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 


To understand the treatment of infections in atopic dermatitis. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


Question #: 23 


1:5141 
Corect 
Hag question 


(i 


Common triggers tor atopic dermatitis include: 


Extreme heat or cold 


Rapid temperature changes 


Sweating 


Irritant or occlusive clothing (wool or nylon) 


Soaps and detergents 


Greases 


Environmental allergens 


Anxiety 


Infections 


Infections are common in AD and are often indicated by a failure of the condition to respond to appropriate 
topical therapy. Staphylococcus aureus is a commonly implicated organism and can be isolated from 76-100% 
of AD patients. Because of this high rate of colonization, routine bacterial swabs are of limited use, and they 
should be reserved for patients with recurrent infections or when typical therapy fails to resolve an infection. 
Other causes of infection include the herpes simplex virus, often resulting in punched-out erosions, 
hemorrhagic crusts, and/or vesicles; and dermatophytes, resulting in symptoms typical of tinea infections. 


In cases where infections are not extensive, topical antibiotics are recommended such as fusidic acid or 
gentamicin. These antibiotics are available in combination products with corticosteroids. Oral antibiotics are 
generally reserved for extensive cases or for infections that don't respond adequately to topical therapy. 


Infections with the herpes simplex virus (HSV), known as eczema herpeticum, are uncommon but can be 
serious if not dealt with promptly. Symptoms that suggest the presence of an HSV infection include 
punched-out erosions, hemorrhagic crusts and vesicles, though these symptoms are not necessarily specific 
to an HSV infection. Oral acyclovir is the generally recommended therapeutic agent for eczema herpeticum 
and can significantly shorten disease duration. In severe cases, it should be administered intravenously. 


A dilute bleach bath has limited evidence for its benefit in AD and it is really only reserved for patients with 
recurrent infected AD. 


RATIONALE: 
Correct Answer: 


e Topical fusidic acid 2% TID - A topical antibacterial such as fusidic acid can be used to treat bacterial 
infections in AD. 


Incorrect Answers: 


* Skin swab for bacteriologic culture - This is of limited use in patients with AD and is not the best 
option. 


Dilute bleach bath - This is reserved for recurrent cases. 


Oral cephalexin 125 mg QID - GH's condition is not extensive and does not require a systemic 
antibiotic. 


TAKEAWAY/KEY POINTS: 


Staphylococcus aureus is a commonly implicated organism and can be isolated from 76-100% of AD patients. 
In mild cases, topical antimicrobial agents can be used with oral antibiotics reserved for extensive cases or for 
infections that don't respond adequately to topical therapy. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtxca. 

[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 

[5] Evans GA. Herpesvirus Infections. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Topical fusidic acid 2% TID 


All of the following are appropriate non-pharmacologic recommendations for a patient with atopic 
dermatitis, EXCEPT: 


Select one: 
a. Take measures to reduce sweating X 
Avoid washing with harsh soaps * 


c. Wear snug-fitting v 


cotton clothing Rose Wang (ID:113212) this answer is correct. Loose-fitting clothing is 


preferred to reduce occlusion and irritation of the skin. 


d. Avòid clothing made of nylon * 


Marks for this submission: 1.00/1.00. 


TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 


To know the common triggers of atopic dermatitis. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


Common triggers for atopic dermatitis include: 


e Extreme heat or cold 


Rapid temperature changes 


Sweating 


Irritant or occlusive clothing (wool or nylon) 


Soaps and detergents 


Greases 


Environmental allergens 


Anxiety 


Infections 


Food is uncommon as a trigger for atopic dermatitis. Eliminating cow's milk from the diet is not supported by 
current evidence, and data is limited as to whether or not eliminating eggs is beneficial in patients with a 
suspected egg allergy. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. Loose-fitting cotton or cotton blend clothing should be recommended. 
Corduroy is an acceptable substitute for wool. Swimming is often recommended as an alternative form of 
exercise over other activities that promote extensive sweating. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


RATIONALE: 
Correct Answer: 


* Wear snug-fitting cotton clothing - Loose~iitting clothing is preferred to reduce occlusion and 
irritation of the skin. 


Incorrect Answers: 


* Take measures to reduce sweating - Sweat can trigger atopic dermatitis and should be 
reduced/avoided whenever possible. 


* Avoid washing with harsh soaps - Many soaps, detergents and shampoos can trigger atopic 
dermatitis. Mild soaps are recommended when washing. 


* Avoid clothing made of nylon - Nylon clothing can trigger atopic dermatitis and should be avoided. 


TAKEAWAY/KEY POINTS: 


Avoiding triggers such as rapid temperature changes, anxiety, sweating, soaps, etc., can help prevent atopic 
dermatitis. 


REFERENCE: 
[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 


dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 


Question #: 24 


ID: 50982 
Corect 


F Fag question 


Send Feedback 


[2] Weinstein M. Atopic Dermatitis. In: Compendium ot | herapeutic Choices, Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Wear snug-fitting cotton clothing 


THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


I is a 7 year old male who presents with atopic dermatitis on his hands and flexural areas. The condition 
appeared a few days ago, and his parents report that the itching tends to keep him up at night. 


All of the following recommendations should be made for IJ, EXCEPT: 


Select one: 
Avoid scratching the affected areas ¥ 


Take dietary V 


evmaeciene Rose Wang (ID:113212) this answer is correct. There is no convincing evidence to 


support the benefit of dietary supplements in atopic dermatitis. 
Use antihistamines to improve sleep * 
Maintain moderate ambient humidity * 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 


To identify appropriate recommendations for atopic dermatitis based on patient characteristics and 
symptoms. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck. flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


Common triggers for atopic dermatitis include: 


e Extreme heat or cold 


Rapid temperature changes 


Sweating 


Irritant or occlusive clothing (wool or nylon) 


Soaps and detergents 


Greases 


Environmental allergens 


Anxiety 


Infections 


Food is uncommon as a trigger for atopic dermatitis. Eliminating cow's milk from the diet is not supported by 
current evidence, and data is limited as to whether or not eliminating eggs is beneficial in patients with a 
suspected egg allergy. Furthermore, there is no strong association between the presence of a pet dog and 
the increased occurrence of the condition. In fact, a systematic review has actually supported an inverse 
relationship between atopic dermatitis and exposure to pet dogs in early life. 


Scratching should also be avoided as it can lead to further itching, resulting in an itch-scratch cycle that can 
complicate the condition by breaking the skin and increasing the risk of infection. If itching is an issue, oral 
antihistamines can be used. Topical antihistamines appear to be ineffective and should be avoided. 


There is no convincing evidence of the benefit of dietary supplements. Herbal products such as borage oil or 
evening primrose oil do not seem to be effective in the treatment of atopic dermatitis. 


In recurrent infected atopic dermatitis, patients may take a short (5 to 10 minute) bath in diluted bleach 
water. Generally, 1 teaspoon of 6% bleach is added per 8 L of water. However, data is limited and variable on 
the effectiveness of this intervention. 


Question # 25 


1D: 50983 
Corect 


Fag 


RATIONALE: 


Correct Answer: 


* Take dietary supplements - There is no convincing evidence to support the benefit of dietary 
supplements in atopic dermatitis. 


Incorrect Answers: 


* Avoid scratching the affected areas - Scratching can lead to a problematic itch-scratch cycle and 
should be avoided. 


e Use antihistamines to improve sleep - First-generation antihistamines can be used short-term and 
intermittently for their sedating properties when itching interferes with sleep. 


* Maintain moderate ambient humidity - Environmental controls, including avoiding low humidity, 
should be routinely recommended for atopic dermatitis. 


TAKEAWAY/KEY POINTS: 


Skin protection and environmental controls are crucial for atopic dermatitis; however, dietary supplements 
are ineffective based on evidence. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[B] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtxca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Take dietary supplements 


Which of the following products would you recommend to IJ to provide symptomatic relief for the itching he 
is experiencing at night? 


Select one: 
Diphenhydramine cream % 
Doxepin cream % 
Hydroxyzine wv 


Bes Rose Wang (ID:113212) this answer is correct. A first-generation oral antihistamine 
is sedating and can be used short-term and intermittently to help with sleep. 


Fexofeénadine suspension ¥ 


| Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To learn the role of antihistamines in the treatment of atopic dermatitis (AD). 


BACKGROUND: 


AD (atopic dermatitis), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periacular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, Itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, perfumes, so these triggers should be 
avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and topical calcineurin inhibitors (TCI) are second-line therapy. Combining TCI and TCS does not 


appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles, If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off label as steroid-soaring 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging and increased skin cancer tisk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cydosporine A, methotrexate, azathioprine and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunasuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine or diphenhydramine) may be used. 


Patients with atopic dermatitis should avoid scratching as it can lead to further itching and increase the risk 
of infection, Pruritus in AD is not histamine-mediated and therefore does not respond well to histamine 
blockade. If sleep disturbance is an issue, sedating (i.e. first-generation) oral antihistamines can be 
administered before bedtime. Nonsedating antihistamines and topical antihistamines are ineffective and thus 


should be avoided. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritus, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep. compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects. 


Table 1. Outline of available treatments in atopic dermatitis 


[type [Class [Examples 


Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


+ Desonide 0.05% cream/ointment 
Mid-potency 
+ Betamethasone valerate 0.05% or 0.1% cream/ointment 
» Mometasone furoate 0.1% cream 
+ Hydrocortisone valerate 0.2% cream/ointment 
Topical Corticosteroid High-potency 
» Fluocinonide 0.05% cream/ointment/gel 
» Mometasone furoate 0.1% ointment 
+ Desoximetasone 0.25% cream/ointment/gel 
Very-high potency 
+ Betamethasone dipropionate glycol 0.05% ointment 
» Clobetasol propionate 0.05% cream/ointment 


+» Halobetasol propionate 0.05% cream/ointment 


+ Tacrolimus 0.03% ointment 
Topical Calcineurin Inhibitor * Tacrolimus 0.1% ointment 


+ Pimecrolimus 1% cream 


Question #: 26 


1D: 50958 


Corect 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Systemic Corticosteroid e Prednisone 
Systemic Calcineurin Inhibitor SeGYCO=pCHne 2) 

» Methotrexate 
Systemic Anti-metabolite + Azathioprine 

+ Mycophenolate mofetil 


RATIONALE: 
Correct Answer: 


+ Hydroxyzine syrup - A first-generation oral antihistamine is sedating and can be used short-term and 
intermittently to help with sleep. 


Incorrect Answers: 


* Diphenhydramine cream - Topical antihistamines are ineffective as pruritus in AD is not histamine- 
mediated. 


* Doxepin cream - Doxepin has antihistaminic properties, but topical antihistamines are ineffective as 
pruritus in AD is not histamine-mediated. 


Fexofenadine suspension - Non-sedating antihistamines will not help U with his sleep. 


TAKEAWAY/KEY POINTS: 


AD is not histamine-mediated; therefore, antihistamines are ineffective for addressing pruritus in AD. First- 
generation oral antihistamines may have clinical utility in patients experiencing sleep disturbances leading to 
daytime dysfunction. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-287. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices, Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https///myrxtx.ca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Hydroxyzine syrup 


You are counselling a father on how to apply a corticosteroid cream for his daughter's atopic 
dermatitis. If the daughter is 2 years old and the cream needs to be applied to her face and neck. 


How much cream should be used per application? 


Select one: 
1.5 FTUs v 5 
measured. Rose Wang (ID:113212) this answer is correct. FTUs should always be measured 
using her using an adult hand, even when the medication is to be applied to a child. 1.5 
ede FTUs will cover the face and neck of a 2 year old child. 


1.5 FTUs measured using her own hand % 
2.5 FTUs measured using her dad's hand % 


2.5 FTUs measured using her own hand % 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To be able to counsel on the appropriate amount of corticosteroid to apply to a given area of skin. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periacular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. ICS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, once-daily 
application is j mize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, and perioral 
dermatitis. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency, and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS, The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off-label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


The correct dosing of corticosteroid products is important. Too little risks treatment failure and too much can 
result in adrenal suppression, atrophy, and other undesirable consequences, To standardize dosing, Fingertip 
Units (FTUs) are used. FTUs are used to help standardize the measurement of topical corticosteroid products 
before application. One FTU is the amount of product squeezed out of a tube that extends from the tip of 
the index finger to the first crease of the finger. One arm, including the hand, requires 4 FTUs for proper 
coverage. A single hand (front and back, including fingers) requires 1 FTU. 


For children, an adult finger is used to measure the FTU. 1 FTU will cover a surface area equivalent to twice 
the flat of an adult hand with the fingers together. This means that roughly 4.5 FTUs will be needed to cover 
one leg and foot of a 10-year-old child. 


When FTUs are measured using a child's hand, it can result in under-dosing. Additionally, for the face and 
neck of a 2-year-old child, 1.5 FTUs would provide sufficient coverage. If 2.5 FTUs were measured using the 
child's hand, it is possible that the greater number of FTUs being used would be canceled out by the fact that 
they were measured with a smaller hand, but it is difficult to say for certain. It ìs safer to use the standardized 
measure of 1.5 FTUs measured by an adult hand 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging, and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine, and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off-label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunasuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


Fluocinonide, cyclosporine A, and mycophenolate are not contraindicated in pregnancy but should be closely 
monitored. Methotrexate is contraindicated in pregnancy. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine or diphenhydramine) may be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritus, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects, 


Table 1 Outline of available treatments in atonic dermatitis 


Type Class Examples 


Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


» Desonide 0.05% cream/ointment 
Mid-potency 
» Betamethasone valerate 0.05% or 0.1% cream/ointment 
+ Mometasone furoate 0.1% cream 
» Hydrocortisone valerate 0.2% cream/ointment 
Topical Corticosteroid Higtrpaiency 
+ Fluocinonide 0.05% cream/ointment/gel 
+ Mometasone furoate 0.1% ointment 
+ Desoximetasone 0.25% cream/ointment/gel 


Very-high potency 
+ Betamethasone dipropionate glycol 0.05% ointment 


Clobetasol propionate 0.05% cream/ointment 


Halobetasol propionate 0.05% cream/ointment 


Tacrolimus 0.03% ointment 


Tacrolimus 0.1% ointment 


Topical Calcineurin Inhibitor 
Pimecrolimus 1% cream 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Systemic Corticosteroid + Prednisone 

Systemic Calcineurin Inhibitor + Cyclosporine A 
+ Methotrexate 

Systemic Antl-metabolite + Azathioprine 


Mycophenolate mofetil 


RATIONALE: 


Correct Answer: 


+ 1.5 FTUs measured using her dad’s hand - FTUs should always be measured using an adult hand, even 
when the medication is to be applied to a child. 1.5 FTUs will cover the face and neck of a 2-year-old 
child. 


Incorrect Answers: 
© 1.5 FTUs measured using her own hand - Using her own hand would result in under-dosing. 


© 2.5 FTUs measured using her dad's hand - 2.5 FTUs is more than necessary for the head and neck of a 
2-year-old child. 


© 2.5 FTUs measured using her own hand - Using her own hand would result in under-dosing. 


TAKEAWAY/KEY POINTS: 


FTUs approximate the amount of topical corticosteroid with 1 FTU = 0.5 grams (from the fingertip to the first 
crease in the adult finger). Different areas of the body require different amounts for adequate coverage. 
REFERENCE: 

[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices, Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: 1.5 FTUs measured using her dad's hand 


Question #: 27 


1D; 50955 How many fingertip units (FTUs) of corticosteroid cream should be used to treat atopic dermatitis on the left 
leg of a 10 year old patient? 


Corect 


P Ragicuestion 


Select one: 

5 FTUs X 

4.5 FTUs 3# 

35 y TIIT 

FTUs Rose Wang (ID:113212) this answer is correct. If 4.5 FTUs covers the leg and foot of a 10 
year old child, then less than that would be needed to cover just the leg. Of the options 
listed, 3.5 FTU is the most reasonable amount. 

2 FTUs X% 


| Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic dermatitis 


LEARNING OBJECTIVE: 
To be able to counsel on the appropriate amount of corticosteroid to apply to a given area of skin. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
diinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediator activity. Although often prescribed for twice-daily use, the once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (i.e. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency, and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off-label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


The correct dosing of corticosteroid products is important. Too little risks treatment failure and too much can 
result in adrenal suppression, atrophy, and other undesirable consequences, To standardize dosing, Fingertip 
Units (FTUs) are used. FTUs are used to help standardize the measurement of topical corticosteroid products 
before application. One FTU is the amount of product squeezed out of a tube that extends from the tip of 
the index finger to the first crease of the finger. One arm, including the hand, requires 4 FTUs for proper 
coverage. A single hand (front and back, induding fingers) requires 1 FTU. 


For children, an adult finger is used to measure the FTU. 1 FTU will cover a surface area equivalent to twice 
the flat of an adult hand with the fingers together. This means that roughly 4.5 FTUs will be needed to cover 
one leg and foot of a 10-year-old child. 

For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 


ha ie tha mast ramman nead nhatatharani lochs ha adminietarad han tn thras tmar nara: 


ae ana aa ae aanas sias 


Adverse effects include erythema, burns, photoaging, and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cydosporine A, methotrexate, azathioprine, and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off-label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk, Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


Fluocinonide, cyclosporine A, and mycophenolate are not contraindicated in pregnancy but should be closely 
monitored. Methotrexate is contraindicated in pregnancy. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine or diphenhydramine) may be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritus, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects. 


Table 1. Outline of available treatments in atopic dermatitis 


[Type Class [Examples 


Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


» Desonide 0.05% cream/ointment 
Mid-potency 
» Betamethasone valerate 0.05% or 0.1% cream/ointment 
+ Mometasone furoate 0.1% cream 
» Hydrocortisone valerate 0.2% cream/ointment 


High-potency 
» Fluocinonide 0.05% cream/ointment/gel 


Topical Corticosteroid 


+ Mometasone furoate 0.1% ointment 

+ Desoximetasone 0.25% cream/ointment/gel 
Very-high potency 

+ Betamethasone dipropionate glycol 0.05% ointment 

+ Clobetasol propionate 0.05% cream/ointment 


Halobetasol propionate 0.05% cream/ointment 


Tacrolimus 0.03% ointment 


Tacrolimus 0.1% ointment 


Topical Calcineurin Inhibitor 


Pimecrolimus 1% cream 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Systemic Corticosteroid + Prednisone 

Systemic Calcineurin Inhibitor » Cyclosporine A 
+ Methotrexate 

Systemic Anti-metabolite + Azathioprine 


Mycophenolate mofetil 


RATIONALE: 
Correct Answer: 
e 3.5 FTUs - If 4.5 FTUs covers the leg and foot of a 10-year-old child, then less than that would be 


Question #: 28 


10:5128 


Corect 


needed to cover just the leg. Of the options listed, 3.5 FTU is the most reasonable amount. 


Incorrect Answers: 


* 5 FTUs - 5 FTUs is more than enough to cover a leg and foot. Since the patient just needs to cover 
their leg, 5 FTUs would be excessive. 


© 4.5 FTUs - 4.5 FTUs would cover a leg and foot, which would be more than this patient needs. 
© 2 FTUs - This patient needs to cover just their one leg thus 2 FTUs is not enough. 


TAKEAWAY/KEY POINTS: 


FTUs approximates the amount of topical corticosteroid with 1 FTU = 0.5 grams (from the fingertip to the 
first crease in the adult finger). Different areas of the body require different amounts for adequate coverage 


REFERENCES: 


[1] Wong ITY, Tsuyuki RT, Cresswell-MeWville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 


[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: 3.5 FTUs 


FE is using tacrolimus 0.1% ointment for atopic dermatitis (AD). 


When using this ointment, FE is most likely to experience: 


Select one: 
Headache * 
Erythema ®% 
Pruritis 7 
Rose Wang (ID:113212) this answer is correct. Pruritis is one of the most common 
adverse effects of topical tacrolimus. 
Tingling % 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To understand the side effects of the use of topical calcineurin inhibitors (e.g. tacrolimus). 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xeratic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness 
Humeciants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, the once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, hypersensitivity, 


Question #: 29 


1D: 50961 


Corect 


perioral dermatitis may occur. Periocular use can result in cataracts and glaucoma. Systemic ettects may 
involve HPA (hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical 
agents only. The risk of adverse effects depends on the skin location, as well as the potency, frequency and 
duration of TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions, 


TCI common side effects are local burning and pruritis, but tingling and headache are also reported to a 
lesser extent. Erythema has also been reported, but less frequently than the other adverse effects, and not 
more frequently than with hydrocortisone butyrate. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 


nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging and increased skin cancer tisk. 


RATIONALE: 


Correct Answer: 


e Pruritis - Pruritis is one of the most common adverse effects of topical tacrolimus. 


Incorrect Answers: 


* Headache - Though reported as an adverse effect, headaches are less common than one or more of 
the options listed here. 


© Erythema - Erythema is not a commonly reported side effect of tacrolimus. 


© Tingling - Tingling is a moderately common adverse effect of topical tacrolimus but occurs less 
frequently than another option listed here. 


TAKEAWAY/KEY POINTS: 


Common side effects for topical calcineurin inhibitors are local burning and pruritis. Less common side 
effects include tingling, headache and erythema. 
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The correct answer is: Pruritis 


How many fingertip units (FTUs) of corticosteroid cream should be used to treat atopic dermatitis on the 
chest of a 5 month old patient? 


Select one: 

0.25 FTUs % 

05 v Z 

FTus Rose Wang (ID:113212) this answer is correct. 1 FTU would be enough to cover the front 
side of a 5 month old child's trunk, so 0.5 FTUs would be the approximate amount needed to 
cover just the chest. 

0.75 FIUs ® 

1FTU® 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To be able to counsel on the appropriate amount of corticosteroid to apply to a given area of skin. 


BACKGROUND: 


Atopic dermatitis (AD). commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 


childran and 104 af adults avnarianca arzama 


— en 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periccular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevents water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


inflammatory mediatory activity. Although often prescribed for twice-daily use, the once-daily 
just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


The correct dosing of corticosteroid products is important. Too little risk treatment failure and too much can 
result in adrenal suppression, atrophy and other undesirable consequences. To standardize dosing, Fingertip 
Units (FTUs) are used. FTUs are used to help standardize the measurement of topical corticosteroid products 
before application. One FTU is the amount of product squeezed out of a tube that extends from the tip of 
the index finger to the first crease of the finger. One arm, including the hand, requires 4 FTUs for proper 
coverage. A single hand (front and back, including fingers) requires 1 FTU. 


For children, an adult finger is used to measure the FTU. 1 FTU will cover a surface area equivalent to twice 
the flat of an adult hand with the fingers together. This means that roughly 4.5 FTUs will be needed to cover 
one leg and foot of a 10 year old child. 


When FTUs are measured using a child's hand, it can result in under-dosing. Additionally, for the face and 
neck of a 2 year old child, 1.5 FTUs would provide sufficient coverage. If 2.5 FTUs were measured using the 
child's hand, it is possible that the greater number of FTUs being used would be cancelled out by the fact 
that they were measured with a smaller hand, but it is difficult to say for certain. It is safer to use the 
standardized measure of 1.5 FTUs measure by an adult hand. Additionally, this means that roughly 1 FTU will 
be needed to cover the front trunk of a 5 month old child. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine and mycophenolate mofetil, Other than systemic corticosteroids, 
these are all used off label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


Fluocinonide, cyclosporine A, and mycophenolate are not contraindicated in pregnancy but should be closely 
monitored. Methotrexate is contraindicated in pregnancy. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine or diphenhydramine) may be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used the 
most severe cases after careful discussion and require close monitoring, Methotrexate is contraindicated in 
pregnancy. 

The goals of therapy are to control dermatitis and pruritis, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects 


Table 1. Outline of available treatments in atopic dermatitis 


( Type [ Class Examples 


Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


+ Desonide 0.05% cream/ointment 
Mid-potency 
+ Betamethasone valerate 0.05% or 0.1% cream/ointment 
» Mometasone furoate 0.1% cream 
+ Hydrocortisone valerate 0.2% cream/ointment 
Topical Corticosteroid High potency 
+ Fluocinonide 0.05% cream/ointment/gel 
» Mometasone furoate 0.1% ointment 
+ Desoximetasone 0.25% cream/ointment/gel 
Very-high potency 
+ Betamethasone dipropionate glycol 0.05% ointment 
» Clobetasol propionate 0.05% cream/ointment 
» Halobetasol propionate 0.05% cream/ointment 


+ Tacrolimus 0.03% ointment 
Topical Calcineurin Inhibitor * Tacrolimus 0.1% ointment 


+ Pimecrolimus 1% cream 


+ Narrow-band UVB (311 nm) 
Topical Phototherapy + Broad-band UVB 


+ Psoralen + UVA photochemotherapy 


Systemic Corticosteroid + Prednisone 


Systemic Calcineurin Inhibitor TE a i 


» Methotrexate 


Systemic Anti-metabolite + Azathioprine 
» Mycophenolate mofetil 


RATIONALE: 


Correct Answer: 


© 0.5 FTUs - 1 FTU would be enough to cover the front side of a 5 month old child's trunk, so 0.5 FTUs 
would be the approximate amount needed to cover just the chest. 


Incorrect Answers: 
© 0.25 FTUs - 0.25 FTUs would be too little. 
e 0.75 FTUs - 0.75 FTUs would be too much. 
e 1FTU - 1 FTU would be enough to cover the entire front of a 5 month old baby’s trunk. 


TAKEAWAY/KEY POINTS: 


FTUs approximates the amount of topical corticosteroid with 1 FTU = 0.5 grams (from the fingertip to the 
first crease in the adult finger). Different areas of the body require different amounts for adequate coverage, 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. [2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 


The correct answer is: 0.5 FTUs 


Question #: 30 


ID: 50941 Patients using topical corticosteroids should be counselled on all of the following points, EXCEPT: 


Corect 
Select one: 
Creams and ointments {v a 
should be washed off after 10 Rose Wang (ID:113212) this answer is correct. Topical products 
to 15 mius are applied to the skin but do not need to be washed off afier a 


set amount of time. 


Hypersensitivity reactions may occur and lead to a worsening of dermatitis ® 
Skin atrophy may occur after several weeks of use and may be irreversible % 


Abrupt discontinuation should be avoided after prolonged use * 


Marks for this submission: 
TOPIC: Atopic Dermatitis 


.00/1.00. 


LEARNING OBJECTIVE: 
To be able to counsel on the use of topical corticosteroids. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (ICS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, the once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, hypersensitivity, 
perioral dermatitis may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may 
involve HPA (hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical 
agents only. The risk of adverse effects depends on the skin location, as well as the potency, frequency and 
duration of TCS use. 


TClare an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off-label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging and increased skin cancer tisk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off-label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


Fluocinonide, cyclosporine A, and mycophenolate are not contraindicated in pregnancy but should be closely 
monitored. Methotrexate is contraindicated in pregnancy. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine or diphenhydramine) may be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 


corticosteroids tor tlare-ups. UVB and ILI are second-line therapy. Systemic agents should only be used n 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritis, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects. 


Table 1. Ouiline of available treatments in atopic dermatitis 


l Type [ Class Examples 


Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


+ Desonide 0.05% cream/ointment 
Mid-potency 
+ Betamethasone valerate 0.05% or 0.1% cream/ointment 
+ Mometasone furoate 0.1% cream 
+ Hydrocortisone valerate 0.2% cream/ointment 


High-potency 
» Fluocinonide 0.05% cream/ointment/gel 


Topical Corticosteroid 


+ Mometasone furoate 0.1% ointment 

» Desoximetasone 0.25% cream/ointment/gel 
Very-high potency 

+ Betamethasone dipropionate glycol 0.05% ointment 


+ Clobetasol propionate 0.05% cream/ointment 


Halobetasol propionate 0.05% cream/ointment 


Tacrolimus 0.03% ointment 


Tacrolimus 0.1% ointment 


Topical Calcineurin Inhibitor 
Pimecrolimus 1% cream 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Systemic Corticosteroid + Prednisone 
Systemic Calcineurin Inhibitor + Cyclosporine A 

+ Methotrexate 
Systemic Anti-metabolite » Azathioprine 

+ Mycophenolate mofetil 


RATIONALE: 


Correct Answer: 


* Creams and ointments should be washed off after 10 to 15 minutes - Topical products are applied to 
the skin but do not need to be washed off after a set amount of time. 


Incorrect Answers: 


e Hypersensitivity reactions may occur and lead to a worsening of dermatitis - If a patient's condition 
improves and then worsens, it could be a sign of hypersensitivity. They should be counselled on this 
possibility and how to monitor for it. 


* Skin atrophy may occur after several weeks of use and may be irreversible - Skin atrophy is a risk 
with prolonged corticosteroid use. Patients should be advised of the risk so that they can monitor for 
it and take measures to avoid it. 


continuation should be avoided after prolonged use - Prolonged use can result in adrenal 
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TAKEAWAY/KEY POINTS: 


Topical corticosteroid side effects involve skin atrophy, striae, rosacea, hypersensitivity, perioral dermatitis 
may occur. Systemic effects may involve HPA (hypothalamus-pituitary-adrenal) axis suppression but this is 
very rare with the use of topical agents only. 
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The correct answer is: Creams and ointments should be washed off after 10 to 15 minutes 
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